As HIV is principally a bloodborne virus1, intravenous drug users (IVDTJs) and people practising unsafe sex, homosexual males particularly, are gioups at high risk for acquiring HIV infection.
Numbers of new cases
From 1987 to 1991 the number of new infections in males fell from 1769 to 648 ( Figure 5 ). Most of the decline is attributable to a decrease in homosexually acquired infections, which peaked in 1987. In 1984, 10 new infections were reported in women ( Figure 5 ). This rose to 68 in 1985, and in 1990 and 1991, 56 and 44 new infections respectively were reported in women. The high proportion of males has always been a feature of the epidemic. In 1984,96 per cent of cases where sex was recorded were male. In 1991,94 per cent of cases were male. Figure 5 ). The annual number reported has remained fairly constant. If the heterosexuals and the IDVUs are considered together (Figure 8 ), it is possible to see a consistent increase from 1984(0 cases) to 1989, when 29 infections occurred. After this the numbers declined again, with 19 and 12 cases occurring in 1990 and 1991 respectively. 
Missing data
The conclusions that have been made must be measured against the proportion of infections for which no exposure data are given. The Health Department is now making efforts to collect these data, for both new and historical data. Despite these limitations, trends, over years, show decreases in reported infections occurring in IVDUs and homosexual males. The reported increase in the number of heterosexually transmitted HIV infections in males indicates that signs of increased transmission to this group should be monitored closely. Data on exposure and sex have not been collected for a large proportion of diagnoses, as shown in Table 7 .
As HIV is principally a bloodborne virus2, intravenous drug users who share injecting equipment (IVDUs) and people not practising safe sexa are groups at high risk for acquiring HIV infection.
Numbers of new diagnoses
From 1987 to 1991 the number of new diagnoses in males fell from 1769 to 648 ( Figure 5 ). Most of the decline is attributable to a decrease in diagnoses of homosexually acquired infections which peaked in 1987. In 1984, 10 new diagnoses were reported in women ( Figure  5 ). This rose to 68 in 1985, and in 1990 and 1991, 56 and 44 new diagnoses respectively, were reported in women. The high proportion of males has always been a feature of the epidemic. In 1984, 96 per cent of diagnoses where sex was recorded were male. In 1991, 94 per cent of diagnoses were male.
Male risk profile
The risk profile for HIV infection in males has altered significantly in the period 1984-1991 ( Figure 6 ). Where exposure had been reported, 82 per cent of diagnoses that occurred in 1991 were attributed to homosexual/bisexual exposure, compared to 100 per cent before 1985. The number of males diagnosed with homosexually/bisexually acquired HIV increased from 143 in 1984 to 885 in 1987, and then decreased to 326 in 1991. The number diagnosed as attributable to intravenous drug usage (WDU) rose to 34 in 1988 ( Figure 7) , and decreased to 17 in 1991.
The number of diagnoses with combined exposures (IVDU and homo-or heterosexual) has displayed a similar trend, rising from 0 in 1984 to 25 in 1987, and falling to 12 in 1991.
Male heterosexual exposure -The number of males diagnosed with heterosexually acquired HIV increased from 0 in 1984 to 28 in 1991. In 1991 it accounted for 7.1 per cent of all reported diagnoses with known exposure. This is in contrast to the general decline in numbers of new diagnoses seen in other groups. The observed practice of young men in the 20-30 age group visiting Thailand, where HIV prevalence is high, with the thought they would engage in sexual activity while abroad2, creates a potential for further increase in the size of this group. Such infections have been reported4.
Female risk profile aSafe sex is a term used to describe modified behaviour, such as practising non-penetrative sex, and/or the use of protective equipment (for example condoms) designed to eliminate direct contact with seminal and vaginal fluids and blood.
A total of 414 females diagnosed with HIV have been reported from 1984 to 1991. Exposure was recorded for only 44 per cent of the 414 diagnoses. A maximum number of 68 diagnoses were recorded in 1985 ( Figure 5 ). The annual number reported has remained fairly constant. If the heterosexuals and the WDUs are considered together (Figure 8 ), it is possible to see a consistent increase from 1985 (11 diagnosed) to 1989, when 29 diagnoses were reported. After this the numbers declined again, with 19 and 12 diagnoses reported in 1990 and 1991 respectively.
IVDUs
The number of HIV diagnoses in IVDUs not attributable to sexual contact declined from 48 in 1988 to 20 in 1991. Where sexual contact was a cofactor a similar pattern was observed. In 1987 31 diagnoses were reported and in 1991, 14. Published data on HIV in IVDUs other than men who also report homosexual contact indicate low rates of infection in the range 0.5 to 5 per cent5.
Missing data
The conclusions that have been made must be measured against the proportion of diagnoses for which no exposure data are given. The NSW Health Department is now making efforts to collect these data, for both new and historical notifications. Despite these limitations trends show decreases in reported diagnoses in IVDUs and homosexual males.
The observed decrease in male homosexual diagnoses is supported by the findings of other studies that have shown a significant decrease in the rate of new infections6. The Sydney AIDS Prospective Study has shown no new infections over the last two years in a cohort of more than 1,000 homosexual men7. Another cohort of 535 homosexual men studied in 1986/87 found that the vast majority had adopted safe sex behaviour8. A foflow-up in late 1991 indicated an overall sustained level of safe behaviour, with a further increase in condom use and a decline in unprotected intercourse9.
The reported increase in the number of diagnoses of heterosexually transmitted HIV infections in males indicates transmission to this group should be monitored closely.
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